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The Effectiveness of the Portage Program: 
A Home-Based Intervention Model for Lebanon 
 
Sara Kassem  
 
ABSTRACT 
 
The endorsement of early intervention programs with children with special needs has 
resulted in considering this practice as an essential need to enhance the abilities of 
children with disabilities. This study was motivated by a pursuit to gain a better 
understanding on the impact of delivering early intervention service to children with 
special needs in their natural environment. To achieve this purpose this study aimed 
to investigate the effect of a home-based early intervention program called Portage 
program. The study evaluated the children’s progress in five developmental areas: 
communication, social-emotional development, exploration, purposeful-motor 
activity, and sensory organization, and assessed parents’ satisfaction and feedback on 
the program. The study followed the mixed method research design, quantitative data 
was collected for 16 participating children by comparing the results of the pre post 
scores of the TOP checklist, and qualitative data was collected using a parent 
interview to asses parents’ satisfaction of nine parents with the program. The 
findings of this study were compatible with previous research that revealed the 
positive effect of the Portage program.    
 
 
 
Keywords: Portage, Early intervention, Natural environment, Parents, Home visitor, 
Home-based, Children with special needs.  
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CHAPTER ONE 
 
Introduction  
 
1.1. Background of the Study  
 
Children’s development in the early years has always been a primary focus 
of research in education, given the impact of early year’s experiences on the 
child’s global development. As a result, researchers have invested great efforts in 
testing and tailoring the best practices in early childhood development. In fact, 
some scholars have suggested that “by understanding what we know and do not 
know about early development from both brain and behaviour perspective, 
informed and rational interventions designed to alter development can be tested” 
(Bailey, Bruer, Symons, & Lichtman, 2001). As early as the 1920’s and 1950’s, 
Vygotsky and Piaget have investigated the nature of early childhood development 
and established theories based on their observations (Lerner & Johns, 2012). At 
present, scholars continue to study early year’s development as a critical period 
with growing evidence on the importance of early experiences in shaping the 
brain and impacting later learning. In particular, Herrod (2007) emphasized that 
early experiences whether negative or positive do affect children’s future 
achievements and behaviours in life. Moreover, this notion was also supported by 
neuroscientists, such as Sandman, Davis, Buss, and Glynn (2011), who reported 
that the prenatal and early postnatal development must be perceived as the 
“sensitive period” due to the rapid growth of synapses from gestational week 34 
through 24 months postpartum. As an inference of growing research on early 
developmental years, educators, specialists and program designers emphasise the 
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need to create the optimal environment for children’s learning and global 
development.   
The scientific acknowledgement of the rapid learning and development in 
the early childhood period has led to a growing focus on children with special 
needs. Typically, children with special needs require more support from their 
surroundings. As a result, parents are encouraged to be aware of developmental 
red flags and to identify signs of delay. Specifically, Sutterby and Nwokah (2014) 
emphasised the importance of early identification and support for children with 
special needs. Similarly, Golubovic, Markovic and Perovic (2015) stated that 
early identification of difficulties provides an opportunity to benefit from the 
brain’s plasticity and achieve the best possible outcomes in early stages. In the 
book Thinking Critically about Critical Periods, Bailey, Bruer, Symons and  
Lictman, (2001) have stressed the importance of early experiences for children 
with disabilities arguing that “Parents, child care professionals, and policy makers 
can do little about biology, so their primary concern is the role of experience in 
the developing brain” (p. 272) . Therefore, the impact of early experience plays a 
significant role in the development of children with specials needs. 
On the other hand, children with special needs and their families 
experience hard conditions on the psychological, financial and social levels. Such 
conditions necessitate the involvement of professionals who provide support to 
children with special needs and their families. In fact, according to Wall (2003), 
such involvement must enable children with special needs to reach their full 
potential, and delivery must offer a variety of appropriate and challenging 
experiences, and follow the child’s pace of development. Wall’s claim was 
supported by Bell, Corfiel, Davis and Richardson (2010) who recommended that 
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early intervention programs play a fundamental role in preventing or reducing the 
developmental, cognitive, or physical limitations of children with special needs 
and in providing support and guidance to their families. These findings endorse 
early intervention programs as an effective practice in reducing the limitations of 
children with special needs.    
As a result, extensive research was conducted to investigate the 
effectiveness of early intervention programs. Findings suggest that early 
intervention programs are effective in both improving the children’s global 
development and limiting the risk of secondary complications (Golubovic, 
Markovic, & Perovic, 2015; Guralnick, 2005; Leite & Pereira, 2013).  
This study is about a home-based early intervention program for children 
with special needs called Portage, adopted by the Early Intervention Center in 
Lebanon, ECIL. Home-based programs are not common in the Arab world, 
therefore, this study will shed light on the effectiveness of a relatively new 
method of early intervention adopted in Lebanon.  
1.2.Rationale and Significance       
 
Home-based practices in early intervention have more positive outcomes 
for both the child and family than a center or hospital-based practices. Typically, 
this is because of the family’s involvement and the implementation of services in 
the child’s natural environment. This claim has been supported by several 
research (e.g., Hanson, 1985; Summers & Jenkins, 2001; Wehman, 1998). 
Specifically, Mittler (1990), has endorsed the Portage program as a successful tool 
for emotional and personal support for families of children with special needs. 
Mittler argued that the program’s strength lies in its ability to train parents in 
meeting their child’s developmental objectives in a natural setting and in ordinary 
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day-to-day situations. Thus, early intervention is most effective when 
professionals invest in training parents and work in the child’s own environment.  
On the other hand, while a sufficient number of researchers have argued of 
the Portage program’s effectiveness, other researchers have noted the lack of 
investigation of the program’s effectiveness in countries other than USA and 
Europe. For example, Brue and Oakland (2001) emphasized the need for 
investigating the effectiveness of the Portage program in the various countries 
where the program has been implemented. 
In fact, review of research on the Portage program has revealed a lack of 
studies on its effectiveness in the Arab world. To this date, the only study cited in 
the Arab world was conducted about 20 years ago by Oaklan (1997) in Gaza, 
Palestine. The results suggested limited benefits of the Portage program after four 
years of implementation. Such findings reveal possible cultural factors that can 
affect the effectiveness of the Portage program in providing services to children of 
various ethnicities. 
As a result, a clear need exists to assess the effectiveness of the Portage 
program in Lebanon and to evaluate the possible factors influencing the 
program’s success or failure in the country. In this study, data collected on the 
Portage program by ECIL was analysed to examine its effectiveness in providing 
services to families in Lebanon.  
1.3.Purpose of the Study  
 
ECIL has adopted the Portage home visiting services for almost six years 
at the time this study was conducted. The time was ripe to investigate the 
effectiveness of this service and its impact on the children who were served by the 
Portage program in Lebanon.  
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The purpose of this study was to examine the effectiveness of the Portage 
program in enhancing the global development of young children with special 
needs. The question addressed was: How effective is the Portage program in 
enhancing young children with special needs in the following developmental 
areas: communication, social-emotional, exploration, purposeful-motor, and 
sensory organizational skills?  
1.4.Operational Definitions of Variables  
 
The definitions adopted in this study followed the New Portage Guide 
Birth to Six (NPG) (Cooperative Educational Service Agency 5: CESA, 2003). 
The five developmental areas that were evaluated in this study were operationally 
defined as follows (see Appendix A): 
1.4.1.Communication, Language and Literacy (CLL): Refers to the 
child’s ability to learn speech and language by listening to and observing people 
communicating in his/her environment. The child begins making sounds, then 
babbling and finally actual words begin to appear. 
The NPG Birth to Six has divided this domain into three strands: 
communication, speech and language, and early reading. Theses strands are 
illustrated by a list of measurable behaviours in the Child Development Tool for 
Observation and Planning, TOP checklist according to each age range. For 
example: 
 Communication (infant to nine months): 
1- Shows excitement to movement of an object or to being handled.  
2- Becomes more active upon seeing bottle or breast. 
3- Stops crying when picked up by adult. 
4- Cries differently for hunger, pain, and discomfort.  
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  1.4.2.Social Emotional Development (SED): Refers to the child’s 
ability to separate from familiar adults, and to interact with peers and adults 
through social play, family routines and community experience. 
The NPG Birth to Six has divided this domain into five strands: 
relationship, emotional response, creative self-expression, social play 
development and interaction with others. These strands are illustrated by a list of 
measurable behaviours in the TOP checklist according to each age range. For 
example: 
 Social play (18 to 36 months): 
1- Plays near other children each doing separate activities. 
2- Imitates other’s behaviours in play, e.g., pretends to cook, or eat a 
snack. 
1.4.3.Exploration and Approaches to Learning (EAL): Refers to a 
child’s thinking or cognitive ability to remember, discover through senses, process 
and solve problems, evaluate ideas, organize and use information to think 
critically or reason. 
The NPG Birth to Six has divided this domain into different strands in 
every age range: infant to nine months, includes perceptual development and 
exploration; nine to 18 months, includes perceptual development and object 
permanence; 18 to 36 months, includes perceptual development, critical thinking 
and early math. The strands are illustrated by a list of measurable behaviours in 
the TOP checklist according to each age range. For example: 
 Perceptual thinking (18 to 36 months): 
1- Uses one object to represent another in make-believe play with adult 
prompts. 
   
7 
 
2- Matches and compares similar shapes.  
3- Uses fine finger movements to align into openings or turn pages. 
1.4.4.Purposeful Motor Activity (PMA): Refers to the child’s ability to 
coordinate movements of large and small muscles of the body including the 
development of pre-writing skills. It also includes a focus on mastering self-care 
and skills that lead to independence.  
The large and small motor, self-independence skills and pre-writing skills 
are illustrated in by a list of measurable behaviours in the TOP checklist 
according to each age range. For example: 
 Small motor (18 to 36 months): 
1- Manipulates objects with hands in a coordinating way. 
2- Follows along with finger-plays or other action songs. 
1.4.5.Sensory Organization (SO): Involves the process of receiving 
integrating and organizing sensory information that helps the child make sense of 
the world and leads to effective self-regulation of bodily function and behaviours.  
The NPG divided this domain into two strands self-regulation and senses. 
Each strand is illustrated by a list of measurable behaviours in the TOP. For 
example: 
 Self-regulation (18 to 36 months): 
1- Makes transitions easily to new activity with adult guidance.  
2- Attends to an activity for at least 10-15 minutes without adult 
assistance.  
3- Wait a short time for needs to be met. 
The following chapter presents a thorough review of the literature as well 
as a detailed descriptions of the Portage program. The method section is displayed 
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in chapter three, and chapter four presents the results of the study followed by a 
discussion of the results in chapter five. This thesis ends with recommendations 
for future research and practices.  
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CHAPTER TWO 
 
Review of the Literature 
 
2.1.Introduction  
 
  The endorsement of early intervention programs with children with 
special needs has resulted in considering this practice as “an urgent substantial 
need” by the Individuals with Disabilities Education Act (IDEA) in the United 
States (Coogle, Guerette, & Hanline, 2013). This endorsement has also motivated 
practitioners to study different models of early childhood intervention and assess 
family’s satisfaction with the service (Hwang, Chao, & Liu, 2013; McDonnell & 
Hardman, 1988; Rodger, Keen, Braithwaite, & Cook, 2007).  
 The synthesis of recent practices and research on early childhood 
intervention was provided by The Division for Early Childhood (DEC) in a 
document called “Recommended Practices in Early Intervention” (2014). This 
document includes a list of recommendations on the most effective strategies for 
improving the outcomes of early intervention for both families and children. The 
DEC has encouraged families of children with special needs and practitioners to 
use this document as a guide, as it is supported by empirical evidence for 
improving the learning opportunities for children with special needs. The focus of 
the DEC recommendations was to build the family’s capabilities by educating and 
training members and considering them as part of the early intervention team. 
      2.2.Early Intervention for Children with Special Needs 
 
White, Bush and Casto (1985) defined early intervention “as a variety of 
educational, psychological, or therapeutic intervention provided for handicapped, 
at-risk, or disadvantaged pre-schoolers to prevent or ameliorate developmental 
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delays or disabilities or to provide support in cases in which these disabilities 
exist” (p. 418). Similarly, Ackah and Appiah (2009) stipulated that early 
intervention services are exclusively offered to children with disabilities and 
aimed at further individual growth and development. 
Furthermore, The DEC Recommended Practice (2000) has defined early 
intervention as a support and provision for children with special needs under the 
age of three (Sandall, McLean & Smith, 2000).The DEC has distinguished early 
intervention service from early childhood special education, for the latter is 
considered a service that targets children aged three to five (Sandall, McLean & 
Smith, 2000) whereas the former provides services for younger children. For the 
purpose of this study, early intervention is operationally defined as services and 
support provided to children under the age of three.  
More importantly, early intervention programs grant children with special 
needs a comprehensive coverage that targets all their needs. For this reason, 
programs are typically designed to help young children with special needs 
develop skills in different domains. According to Heward (1996), most early 
intervention services are ordinarily prepared and delivered to enable children’s 
development within the six major domains or skill areas; cognitive, 
communication and language, motor skills, social and play skills, affective and 
emotional development, self-care and adaptive skills. Sandall, McLean, and Smith 
(2000) added that these programs are delivered by a team of “interventionists”, a 
group of professional (teachers, therapist, social workers…etc.), who are 
responsible for planning and delivering the child’s individualized early 
intervention program. In light of such definition, specialists who plan and provide 
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early intervention programs for children with special needs have a profound 
impact on the program’s effectiveness.    
  Recently, awareness about early intervention programs among parents, 
teachers, and specialists seems to be growing. As a result, interest in early 
childhood intervention has been increasing among notable researchers, such as 
White, Bush, and Casto (1985), who have found in their review on early 
intervention that the majority of researchers who reviewed research on the topic 
(94%) concluded that early intervention results in significant direct benefits for at-
risk, handicapped and disadvantaged children. Specific benefits attributed to early 
intervention include cognitive, academic, social, attitudinal growth for target 
children, and improvement in their relationship with their parents and siblings. 
Along the same lines, results of a systematic review of early intervention 
programs for children with physical disability has suggested that these 
intervention programs can lead to positive outcomes for both children and 
families (Ziviani, Feeney, Rodger, & Watter, 2010). However, program planners 
and providers who fail to involve parents in the intervention process could limit 
the outcomes of the early intervention. In this respect, Quah (as cited in Ziviani, 
Feeney, Rodger, & Watter,2010), has argued that even where positive outcomes 
were recognized, families have reported numerous unmet needs largely related to 
delivery of information on their child’s disability, training them in how to support 
their child at home and encouraging the child’s developmental achievements. This 
argument was also supported by Gammon and Rose (1991), who conveyed that 
families of children with special needs witness difficult emotional conditions due 
to their feeling of “helplessness” and “lack of control” on their child’s condition. 
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Therefore, program designers who involve parents in the process of intervention 
will ultimately achieve better results. 
   2.3.Parental Involvement and Home Based Programs 
 
  Early intervention programs can be delivered in different settings.  Ackah 
and Appiah (2011) stated that there are different types of early intervention 
programs that vary according to the place and targeted age group. Early 
intervention services for infants with mental retardation and other disabilities are 
often provided in hospital settings, whereas services for infants and children are 
provided at home, a center or a combination of both settings (Ackah & Appiah, 
2011). Thus, in this study the focus is on home-based programs. 
As the name suggests, home-based programs rely heavily on parental 
training and collaboration. Parents assume the main responsibility as primary 
caregivers and teachers of their child with disability. Parental training is typically 
provided by a teacher or trainer who frequently visits the family’s home to guide 
the parents, provide counselling, assess the success of intervention, and regularly 
track and evaluate the child’s progress (Hewrad, 1996).  
The need for parental engagement in early intervention services has 
accentuated the need for home-based programs. Current studies have found that 
parents’ involvement with paraprofessionals in implementing and planning early 
intervention programs is necessary to guarantee the program’s effectiveness 
(Carpenter, 1997; Davis & Gavidia-Payne, 2009; Shin, Nhan, Lee, Crittenden, 
Flory, & Hong, 2009). Carpenter (1997) argued that parents play a critical role in 
the intervention process. He also added that parents are part of the team of 
interventionists. In addition, Carpenter (1997) has emphasized the joint role of 
parents and practitioners by listing the features of effective early intervention 
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practice as follows: family-focused services delivery, parent’s and professional’s 
role are commonly valued, mutual plans and goals, cooperative work, and 
efficient evaluation of the child’s progress and intervention.  
  Moreover, Mahoney and Wiggers (2007) have argued that typically, 
children spend most of their time with their parents, and concluded that parents 
have 200,000 opportunities of interactions or possibilities to influence their child 
in one year, more than teachers and therapists combined. Such findings suggest 
that parents should be directly involved in their children’s development, whether 
through daily interaction or when attending a therapy session with a therapist.  
Shin et al (2009) also suggested that parental participation in home based 
intervention is a favourable approach for an early intervention service that aims at 
improving parent-child outcomes. 
  Many researchers have examined home-based and family-centred 
approaches in early intervention programs. The results of their studies indicate 
that investing in training and coaching the parents while working within the 
child’s environment provide better outcomes for both family and child (Peterson, 
Luze, Eshbaugh, Hyun-joo, & Kantz, 2007; Rickards, Walstab, Wright-Rossi, 
Simpson, & Reddihoug, 2009; Wallander et al., 2010).  
 However, Day and Davis (1999) have found in their research on parental 
initiatives in early intervention that providing services for improving parental 
involvement in early intervention programs must be presented within a clear 
planned framework. Hence, professionals must identify the necessary skills that 
enable parents to improve their child’s abilities effectively (1999). On the other 
hand, other research has revealed that parents of children with Down syndrome 
were mostly dissatisfied with programs that included developmental and target 
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driven activities because these made them feel incompetent and increased their 
sense of guilt (Rix, Paige-Smith, & Jones, 2008).  In another study, early 
intervention in home environment was found to be more effective with middle 
class non-adolescent parents than with adolescent parents from low socio-
economical status (Bakermans-Kranenburg, IJzendoorn, & Bradley, 2005). These 
findings suggest that the effectiveness of home-based programs is influenced by 
many factors, such as the program’s approach, parent’s role in the intervention, 
and parent’s socio-economical statues. 
 Scholars in early childhood intervention have cited different models of 
home-based early intervention. One of the earliest models presented was the Head 
Start in the late 60’s. This program was established as an early intervention 
service for low income families and disadvantaged, at-risk children. Head Start’s 
effectiveness was cited in many studies (Baydar, Reid & Webster-Stratton, 2003; 
Jones Hraden, Chazen-Cohen, Ralkes, & Vogel, 2012; Zeece, & Wang, 1998). 
The model includes home visitation and offers several services that provide 
support and training in various domains, such as protecting children from drug 
abuse and neglect, providing emotional support to enhance parents’ mental health, 
and training teachers to improve literacy acquisition in early year’s classrooms.  
Child First is another home-based intervention model with a “system of 
care” approach that focuses on connecting families with their communities, 
prioritising family needs, and serving a wide number of families (Lowell, Carter, 
Godoy, Paulicin, & Briggs-Gowan, 2011). Other home based programs specialize 
in serving children with specific disabilities and their families, such as the Ski Hi 
program. Ski Hi is a home-based specialised program for children who are 
hearing impaired; this program provides training for people living in different 
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areas and distributes them throughout the states to train parents of children with 
hearing impairment (DeWeerd, 1981).  
In conclusion, as Sweet and Appelbaum (2004) observed “Home visiting 
programs are linked by their method of service delivery, their goal of helping 
children by helping the parents of those children and their focus on younger 
children” (p.1435). Home based programs in early intervention may differ in 
some dimensions but the ultimate goal of any model is to increase the child and 
family outcomes.  
2.4.The Portage Project    
 
Many parent-focused early intervention models were established as result 
of recognizing the importance of parental involvement. Among the early 
intervention models adopted in developed countries is the Portage model 
investigated in this study. The program is home-based and has been widely 
implemented with some reports documenting its effectiveness (Shin, Nhan, Lee, 
Crittenden, Flory, & Hong, 2009). The Portage project was specifically designed 
to directly engage parents in the education of their children by teaching them what 
to teach, what to reinforce, and how to perceive and record their child’s behaviour 
(Shearer, & Shearer, 1972).  
The program was initially developed in Wisconsin, USA in 1969 by 
Marsha and David Shearer (Russell, 2007). The program relies on the home-based 
delivery system because its developers faced difficulty with the traditional center-
based intervention, with regard to transportation (especially in long distances for 
young handicapped children), heterogeneous handicapping conditions, and the 
wide age gap that exists between children who needed services (birth to six). Such 
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observation made placing children in heterogeneous groups while being treated at 
a center or clinic an ineffective practice (Hilliard & Shearer, 1976).  
Moreover, the Portage project is based on the belief that there are inherent 
educational benefits that can be exploited by adopting the home-based teaching 
model. First, learning occurs in the parent and child’s natural environment; 
therefore, the limitations of taking home what has been acquired in a clinic does 
not occur. Secondly, there is direct and constant interaction with the child’s 
behaviour as it happens naturally. Thirdly, the progress achieved by learning new 
skills can be easily maintained if taught in the child’s natural environment. 
Fourthly, the training of parents is an essential element in therapy since they act as 
a natural reinforcer for their child, in addition to providing them with the skills 
needed to deal with new behaviours (Shearer, & Shearer, 1972).  
The implementation of the Portage project is done by trained professionals 
or para-professionals, who visit each of their assigned families once a week for an 
hour and half. An individualized curriculum is designed weekly, based on an 
initial assessment of each child’s current behaviour in the areas of language, self-
help, cognitive, motor, and socialization skills (Shearer, & Shearer, 1972). As 
such, the Portage project is considered as a skill-oriented home-based program, 
which teaches parents to design and carry out certain activities, and work on 
developmental skills that the child need to develop (Odom, Yoder, & Hill, 1988).  
Since its inception, the Portage project has witnessed great progress with 
many countries adopting its curriculum as a means for early intervention. The 
program was also translated into 36 different languages. The New Portage Guide 
(NPG) Birth to Six is the recent edition of the Portage curriculum designed by the 
Portage Project Staff in 2003 (Cooperative Educational Service Agency 5: CESA, 
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2003). This study will focus on the effectiveness of the New Portage Guide. The 
following sections include a detailed description of the Portage project, mainly 
discussing assessment and curriculum planning, the model of service delivery, and 
the components of the New Portage Guide curriculum. 
2.4.1.Assessment and Curriculum Planning 
 
Typically, referrals of families to the Portage program is effected through 
physicians, agencies, and professionals who work with children with special 
needs, or by the families themselves (Russell, 2007). After the initial referral, the 
home visitor contacts the family to set a meeting for a home visit to interview the 
parents and to screen the child in the five developmental areas: cognitive, 
language, self-help skills, motor, and socialization. During the Portage’s early 
beginnings, the Alpern-Boll Developmental Profile was the tool adopted for 
screening. This observational tool includes a parent inquiry form and direct 
observation of the child’s behaviour (Shearer, & Shearer, 1972). However, the 
Portage staff have adopted and developed many observational tools as the 
program evolved and spread out to new countries. By 2003, the Portage staff had 
developed the new screening Tool for Observation and Planning (TOP) used at 
present, which also assesses children in the five developmental areas mentioned 
earlier (CESA 5, 2003). Using TOP, the home visitor is able to identify 
discrepancies (if any) between the developmental milestones and the child’s 
observed skills.     
According to the Portage staff, the main purpose of the screening tool 
(TOP) is to identify the children’s needs and help in conducting individualized 
curricula. The behavioural checklist administered helps the home visitor 
determine the level of the child’s behavioural skills in the five developmental 
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areas. The behavioural skills that are not observed in the child’s repertoire will be 
considered as target behaviours of the intervention. Next, the home visitor does a 
task analysis of the target behaviours and identifies the targets that can be applied 
by parents in simple activity forms. The home visitor then guides the parents 
through every activity and teaches them how to observe and record data using the 
activity data chart that can be modified according to the country’s spoken 
language (see Appendix B). The home visitor follows up with the families once a 
week and gradually provides the families with new activities that will ultimately 
lead to achieving the target behaviours (Shearer & Shearer, 1972).      
2.4.2.The Model of Service Delivery 
 
  Pioneers of the Portage project have acknowledged the importance of 
family involvement and the impact of a naturalistic setting in enhancing the 
child’s global development. Based on this belief, the characteristics of the service 
delivery model evolved accordingly.  
  After screening, the Portage home visitors must agree with the families 
they will be serving on the following characteristics of the service delivery. First, 
trained home visitors are responsible for visiting families every week for an hour 
or an hour and half, and work in partnership with families to enhance the child’s 
development by implementing the key elements of Portage. Secondly, families 
and home visitors must keep a shared record to track the child’s progress and the 
family’s participation. Thirdly, Portage home visitors must follow up with Portage 
supervisors, and conduct team meetings to track their professional performance 
and discuss best practices to provide the best support to the families. Finally, the 
Portage home visitors must collaborate with other professionals who are also 
serving the families (Russell, 2007). 
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The partnership established between the home visitors and the families is 
considered an essential and unique feature of the Portage program. This 
partnership, however, is guided by three key elements (Russell, 2007): 
1- Child-led-play: providing situations that engage the child in play in order 
to identify his/her interest, needs for support, abilities, and establish 
learning goals for the individualized curriculum.  
2- Family focus: allowing parents to share their concerns and inquiries about 
their child’s situation by providing emotional support, active listening and 
sharing information. The home visitor’s role is to empower families so that 
they are able to support and plan for their child.  
3- Structured teaching: planning for an activity using behavioural and 
measurable objectives that can be achieved by play and everyday 
situations, and are easy for parents and family members to implement.  
Focus on each element may vary according to the family’s individual needs 
(Russell, 2007). 
2.4.3.The New Portage Guide Birth to Six 
 
The New Portage Guide (NPG) Birth to Six was established as result of 
recent brain and early childhood development research and feedback from best 
practices over the past 30 years (CESA 5, 2003).  The developers of the NPG 
have identified its properties according to the following findings:  
1- The assessment process is functional: the indicators in the assessment tool 
TOP are stated as they happen in a natural setting and are easy to observe 
in the child’s home. 
2- The assessment process is strength-based:  each indicator is positively 
stated focusing on the child’s strength.  
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3- The assessment and the individualized activity planning for the child are 
easy for parents to understand and practice. 
4-  The material provided assists the home visitor in thinking ecologically 
and reflectively to support their relationship with the child and encourage 
the child and family interaction (see Appendix A).  
Moreover, the design of the NPG has responded to the need of recording 
important observations, tracking the child’s progress, and facilitating the 
parent’s involvement in planning and implementing the individualized plan of 
the child. Therefore, the developers of the NPG have included materials that 
enable the fulfilment of the needs mentioned above through the Tool for 
Observation and Planning (TOP), the Activity/Interaction Card Set, and the 
Supporting Materials (CESA 5, 2003). 
TOP is an assessment tool, that consists of a checklist, used by the home 
visitor to assess the child in five developmental areas; 
communication/language/ literacy, social emotional development, 
exploration/approaches to learning, purposeful motor activity, and sensory 
organization. The checklist is divided into six different age ranges; infant to 
nine months, nine month to 18 months, 18 to 36 months, three to four years, 
four to five years, and five to six years.  Each age range includes a list of the 
primary milestones that can be observed in all developmental areas. This tool 
is used in the initial assessment and planning for the individualized plans of 
every child. An elaborate explanation of this tool will be presented in the next 
chapter (see section on instrument and data analysis). 
After using the TOP for initial assessment and planning for unobserved 
behaviours, the next step is the use of an Activity/Interaction Card set that 
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parallels the TOP checklist, and provides ecological and innovative ideas for 
how to meet each milestone through play. The activities in the card set 
correspond to the milestones found in the TOP checklist, as they provide an 
explanation for why this milestone is important (Why Is This Important?), 
ideas and activities that can be done at home to meet a particular milestone 
(Interactive Activities and Daily Routine Activities), suggestions and 
considerations of how to prepare the child’s environment for this activity 
(Environmental Considerations), and how to consider the child’s special needs 
and characteristics when planning (Child Consideration) (see Appendix C). 
Finally, Supporting Materials are included in the NPG. These are: Weekly 
Planning, Child Planning, and Family Partnership documents. These 
documents are used to record the assessment results (Child Planning and 
Family Partnership) and to specify weekly plans (Weekly Planning). 
However, the developers have stated that agencies may choose to use their 
own supporting materials that resemble the nature and meet the needs of the 
Portage service they are providing (CESA 5, 2003).  
2.4.4.Research on the Portage Program  
 
Over the years several studies were conducted to test the effectiveness of 
the Portage program (Brue, & Oakland, 2001; Nunkossing, & Philips, 1999; 
Kelly, Ghalaieny, & Devit, 2012). These studies have revealed mostly that the 
Portage program has certainly laid the foundation for home based programs and 
promoted a mentality of “partnership with parents” among interventionists. This 
statement was supported by a study that investigated the role of the Portage home 
visitors in supporting families. The study found that families who received regular 
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home visits by a certified Portage home visitor were satisfied with their children’s 
progress and felt more confident in dealing with their needs (Kelly et al; 2012). 
  In another study on the effectiveness of the Portage program, 141 British 
families enrolled in the Portage program completed a questionnaire providing 
information about the Portage provision and effectiveness. The findings of this 
study reinforced the findings of previous research reporting positive feedback 
from families and beneficial outcomes for children (Russell, 2007). An increase in 
IQ scores was also noted as reported by DeWeerd (1981) who stated that, 
“children in this [Portage] home based programs, who had a mean IQ of 75, 
gained 15 months in a 8 month period as measured by the Cattell Infant Test and 
the Stanford-Binet”  (p.19). 
  Also, in an evaluation of published literature on the Portage program, Brue 
and Aokland (2001) praised the program’s appeal to many families and 
highlighted its flexibility and goal-oriented approach. However, the program’s 
goal-oriented approach was criticized by some scholars who have documented the 
parents’ feedback on feeling overwhelmed and uncomfortable when expected to 
carry out a structured curriculum as planned with the assigned home visitor, and a 
feeling of frustration when the child does not show progress (Affleck, McGrade, 
McQueeney, & Allen, 1982; Ketelaar, Vermeer, & Hart, 1998). Although these 
findings suggest that families who belong to lower-socioeconomic statues and 
minority groups are less responsive to structured home-based programs than 
middle and high class families; research in low- and middle- income (LAMI) 
countries has recommended programs, such as the Portage project to educate and 
teach parents on how to deal with their children (Einfeld et al; 2011). 
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 Despite the criticisms on the Portage curriculum based approach, Cameron 
(1996) argued that the adaptation of the Portage model in different countries and 
cultures has given support to the program’s flexible design and accessibility to 
different cultural norms and different family needs.   
In another study on Portage, the results showed that the program models a 
good practice in early intervention by shifting the relationship with families from 
“paternalism to partnership” (Summers & Jenkins, 2001). Similarly, Cartwright 
(1981) found that Portage has enabled generalizability and improved functional 
behaviours occurring naturally at home.  
In brief, the Portage program seems like a promising intervention that 
helps young children with special needs achieve progress through family 
involvement and within the child’s natural environment.     
  2.5.Early Childhood Intervention in Lebanon (ECIL) 
 
Located in Beirut, Lebanon, ECIL is a multidisciplinary early intervention 
center that has adopted the Portage program as a home-based service among other 
services to support young children with special needs. ECIL was inaugurated in 
the summer of 2011 to help children with special needs, starting from birth to 
three years and 11 months. ECIL founders believe in the prime role of families in 
the intervention process and thus were the first in the country to offer home visits 
by trained Portage home visitors.  
2.5.2.ECIL Units 
 
 The center includes several units: the support services, the early 
intervention, the psycho-social intervention, the medical intervention, and the 
research and development unit. The support service unit includes a team of 
administrators and IT specialists who organize personnel and financial matters at 
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the center. The early intervention unit handles the organization and coordination 
of therapeutic services offered to children and includes a team of multidisciplinary 
therapists: psychomotor therapists, physical therapists, speech therapists, ABA 
therapists, occupational therapists and Portage home visitors. The therapists are 
responsible for administering assessment tests as well as conducting, 
implementing and revising therapy plans. A service coordinator heads the early 
intervention unit and supervises the services. The psycho-social intervention unit 
handles the parents and children affairs in providing psychological and financial 
support. This unit includes psychologists and social workers who provide social 
and psychological support needed for the families and their children. The medical 
intervention unit is responsible for the child’s health welfare through regular 
check-up, examination of the child’s medical/health records, and coordination 
with the early intervention team. This unit includes a neuro-pediatricion and a 
nutritionist. Lastly, the research and development unit is responsible for keeping 
the center’s data and documenting the center’s services. 
2.5.3.ECIL’s Process   
 
Families that seek ECIL’s help receive a comprehensive assessment of 
their child’s case before initiating the intervention process. First, the social 
background and medical information about the family and the child are gathered 
by the medical intervention and psycho-social intervention units before 
introducing the case to the early intervention team. When necessary, background 
information about the family and the child is collected. The case is then 
introduced to the early intervention unit for assessment. All therapists in the early 
intervention unit administer their assessments at the center except for the home 
visitors, who administer the TOP assessment at the child’s home. Following the 
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assessment phase, a Multidisciplinary Evaluation Report (MER) is written and 
reported to the family during a meeting between the family and the early 
intervention unit. When the family members decide to start the early intervention 
services, they receive a detailed schedule of the expected number of sessions of 
every therapy, including one hour per week of home visits. 
2.5.4.Portage Home Visitors at ECIL  
 
The Portage program is designated as one of the unique services offered in 
the early intervention unit. The Portage home visitors work closely with other 
professionals in the early intervention unit. They play a primary role in training 
and supporting parents in dealing with their children’s difficulties. The home 
visitors at ECIL face challenging circumstances while working with the families; 
some challenges are related to the house setting or location and other challenges 
are related to the family dynamics, norms, and beliefs. Despite these challenges, 
the home visitors work on understanding the environment’s strengths and 
weaknesses to provide the appropriate help to the family and the child, and also 
provide more input to the other early intervention team members in their service. 
The home visiting department in the early intervention unit is supervised 
by an experienced para-professional who was also trained by the Portage staff. 
The home visiting supervisor conducts weekly meetings to supervise and follow 
up on the cases with the home visitors, in addition to weekly meeting with the 
early intervention, medical, and psycho-social unit to discuss current and new 
cases at ECIL. 
2.5.6.Home Visiting Process at ECIL        
 
After assessing the child using the TOP checklist at home and meeting 
with the parents for the MER report, the family meets with the social worker to 
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sign a consent form that presents a list of conditions that need to be met to make 
the process of home visiting successful (see Appendix D). One of the essential 
conditions is that the primary care giver must be present during the home visits 
and the child should be fed, cleaned and in good health to receive the service. The 
home visitor also explains to the family the essential parental role they will be 
playing during the home visits and the five developmental domains 
(communication, social-emotional, purposeful motor, exploration and sensory 
organization) they will be working on in the child’s own environment. 
  The home visitor conducts the intervention plan based on the initial 
assessment using the TOP checklist. The initial assessment will reveal the child’s 
strength and weaknesses and accordingly the home visitor can conduct a therapy 
plan for the child taking into consideration the family’s concerns and conditions. 
The home visitor shares the intervention plan with the family and plans for the 
home visiting activities accordingly. This intervention plan is revised every six 
months. Thus, when progress is achieved and goals are met, the home visitor adds 
other objectives from the TOP checklist to pursue the intervention process. 
 The Portage home visitors play a primary role among the early 
intervention unit at ECIL, since they can observe the family dynamics first hand 
and work in the environment where the child is evolving and developing. 
Understanding the environment’s strength and weaknesses aids the home visitor 
in providing the appropriate help to the child, and also provides input to the other 
early intervention team members in their service.  
 The next chapters present the methodology of the current study and its 
results. The last chapter includes a discussion of the results, limitation of the 
study, and recommendation for future research and practices. 
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CHAPTER THREE 
 
Method 
 
The methodology of this study followed pre/post intervention design, in 
which children were initially assessed then reassessed after a six-months 
intervention period. The sample, instrument, procedure, data analysis, limitations 
and ethical considerations are presented and described at length in this chapter.   
 3.1.Sample 
 
 Since ECIL already implements the Portage program as a home-based 
early childhood intervention, the study will use data of children already receiving 
home visits from Portage home visitors. The children enrolled in this study have 
various special needs including autism, Down’s syndrome, developmental delay, 
cerebral palsy, and other syndromes. 
The children were mostly referred by a pediatrician or a neuro-pediatrician 
who identified a form of disability in the children through medical tests and 
clinical observations. Consequently, pediatricians encourage parents to seek 
professional help from early intervention centers, like ECIL, that provides an 
initial assessment to determine whether or not the child and the family need a 
home visiting intervention. In this study, the sample included 16 children, of ages 
between one and three years and eleven months. The children belong to families 
from lower-middle socio-economic status, as evidenced from financial aid 
provided by the center (see Table 1 for details on the sample). 
Also included in the sample were the parents of nine children selected 
based on availability and accessibility. Parents were interviewed using questions 
that revolved around their satisfaction with the program (see appendix E).     
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 3.2.Instruments  
 
 3.2.1.Tool for Observation and Planning (TOP) Infant/Toddler 
 
 The Tool for Observation and Planning (TOP) is an assessment checklist 
that guides the observation of children across the following five developmental 
areas: Communication, Language and Literacy, Social Emotional Development, 
Exploration and Approaches to Learning, Purposeful Motor Activity and Sensory 
Organization. A different checklist is used for each of the following age groups: 
infant – 9 months, 9-18 months, 18-36 months, and 3-4 years. Every child has 
his/her information recorded in a personal booklet. In that booklet, each 
developmental area includes a list of indicators that the home visitor observed. 
Each developmental indicator is supported by a “Things to Consider” statement 
that provides the home visitor with developmental cues that contribute to the 
observation and are intended to enhance the home visitor’s knowledge of the child 
development and for building relationships (see Appendix A). 
 The home visitor starts the assessment by using the TOP checklist of the 
age range that most closely matches the child’s age. Most assessed children fall 
developmentally below their chronological age, given that these children suffer 
from some disability or delay. Some children might show suitable abilities for 
their age in some areas of development and fail to fit their age range in other 
developmental domains. For example, a one year old child might have purposeful 
motor activity abilities suitable for ages nine to 18 months, but that child might 
also show some weakness in the communication/language/literacy domain of the 
same age range. In that case, the child would be considered to have skills below 
his/her chronological age and will be placed in the infant- 9 months age category.  
 Examples of developmental indicators in every developmental domain are: 
   
29 
 
1- Communication, Language and Literacy 18 to 36 months:  
 Indicates needs with words, sounds or gestures 
2- Social Emotional Development 18 to 36 months: 
 Plays near other children each doing separate activities 
3- Exploration and Approaches to Learning 18 to 36 months: 
 Tells the sequence of two familiar activities 
4- Purposeful motor activity 18 to 36 months: 
 Draws circles and vertical and horizontal lines 
5- Sensory Organization 18 to 36 months: 
 Eats food of varied textures 
 The scoring codes used in the TOP checklist are as follows:  
(√) = always or consistently  
(O) = occasionally 
(N) = cannot do/ not observed  
These codes can be marked while observing the child in his/her natural 
environment, during daily routines and group play. The home visitor marks the 
items/ behaviours observed with the (√) code; behaviours listed in items that 
occurred intermittently are marked with (O), and items with behaviours that were 
not observed at all are marked with (N). The therapy plan for each child is devised 
based on the initial observation and is revised every six months. In addition, the 
TOP checklist provides space for additional remarks the home visitor could make 
during the assessment. 
 During observation, the home visitor assesses the child’s skills in the 
developmental domain using the TOP checklist designated for his/her 
chronological age until the child demonstrates mastery of  75% of the skills within 
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that particular developmental area. If the child shows evidence of having mastery 
of all skills within a specific age range, the assessor can move on to using the 
TOP checklist designated for a higher age range. However, if the child fails to 
show mastery of at least 50% of the skills (scores “O” or “N”) within a given age 
range in that developmental area, the assessor should consider observing 
behaviours listed in items for the lower age range. 
3.2.2.Parent Interview  
 
The second instrument used in this study was an interview with the parents 
of children who participated in this study. The questions were constructed based 
on the researcher’s personal experience with the Portage program. All questions 
addressed parents’ satisfaction with the program. The question were as follows 
(see Appendix E): 
1) What is your opinion on the home-visiting program? 
2) How was the home-visiting program helpful in improving your child’s 
abilities?  
3) To what extent was the home-visiting program helpful in training you on 
teaching your child new skills?  
4) How did the home-visiting program help you become more involved in 
your child’s daily activities? 
5) Would you recommend this program to other families who have children 
with special needs? Why?  
 3.3.Procedure  
 
 This study followed a mixed research design method; data gathered were 
quantitatively and qualitatively analysed. Quantitative data were gathered using 
the TOP checklist through observing the child in his/her natural environment 
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based on scoring criteria provided in the manual (see section on instruments) . 
Initially, each child was assessed in the five developmental areas listed in the TOP 
checklist. An intervention plan was then devised based on that initial assessment. 
After carrying out the home based intervention plan for a period of six months, 
each participating child was reassessed and his/her progress was recorded in the 
TOP checklist. Therefore, pre and post data provided in the TOP checklist were 
used as the basis to test the effectiveness of the Portage home-based intervention 
program.   
Qualitative data were gathered through interviewing parents of children 
who received the Portage home-based intervention. The purpose of the interview 
was to examine the perceptions of the parents concerning the Portage program 
(see Appendix E for the interview questions). All parents were contacted, but only 
nine accepted to be interviewed. Appointments were made with each of the 
consenting parents. All interviews were conducted at ECIL. As per the parents’ 
wishes, the interviews were not recorded but verbatim notes were taken by the 
researcher.  
3.4.Data Analysis  
 
Data analysis was based on the pre-post comparison of scoring codes 
recorded in each child’s TOP checklist. The scoring codes were analysed by 
counting the number of checks (√) in pre and compared to post observation. That 
is, a change in the scoring codes given to the child from “occasionally” (O) and 
“cannot be observed” (N) to “always” or “consistently” (√) indicates progress.  As 
per the Portage manual indication, the intervention’s success is determined by the 
number of checks (√). In this study, the total number of checks (√) from pre to 
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post data was calculated. T-tests were performed to assess whether the differences 
in pre/post checks (√) was statistically significant.  
Qualitative data were analyzed by first coding (grouping) ideas or concepts 
repeated frequently into categories or themes. Next, interview data were classified 
according to the identified themes and analysed with regards to the success of the 
program.   
3.5.Limitations of the Study  
 
 The first limitation of this study was the small sample size of 16 
participating children, therefore, generalization of the results based on this small 
sample was not possible.  
 The second limitation was related to the scarcity of research on home-
based intervention programs in Lebanon. Comparing the findings of this study 
with findings of previous similar research in the country could not be effected.  
 The third limitation was about observer bias. In this study, data collection 
and implementation of the intervention were carried out by the same person. Thus, 
the researcher was also the home-visitor who designed and implemented the 
intervention plan. However, awareness of this possible bias made the research 
vigilant in data collection and analysis and ensured rigor in the research process.  
3.6.Ethical Consideration 
 
 This research has abided by all commonly acknowledged ethical codes. 
Participants were informed of their rights concerning participation in the study, 
anonymity, and confidentiality, as in the following paragraph that appeared in the 
consent form that all parents of participating children have signed (see Appendix 
F). 
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 "All the data and the results that will be obtained during this research will 
remain anonymous and will not affect your child’s reports. Your child’s name 
will not be written on any document or be kept in any other reports. All 
responses he/she provides for this study will remain confidential and only the 
researchers will have access to it. All data will be discarded once the study is 
done".  
 Parents who participated in the interview were also informed about the 
purpose of this study and were asked to sign a consent form before the interview 
(see Appendix E). 
 Both the parental consent form and consent for participation in an 
interview form were translated into Arabic for parents who are not proficient in 
English (see Appendix G & H). 
 In the next chapter, the results of this study are presented followed by a 
discussion of these results in the last chapter of this thesis. 
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CHAPTER FOUR 
 
Results 
 
 This chapter presents the results of the analyzed data collected for this 
study. The primary focus of this chapter is on answering the research question 
about the effectiveness of the Portage program in enhancing young children with 
special needs in the following developmental areas: communication, social-
emotional, exploration, purposeful-motor, and sensory organizational skills. Both 
quantitative and qualitative results are presented. 
4.1.Quantitative Results  
 
As previously explained in the data analysis section, quantitative data were 
gathered using the TOP checklist and the data analysis was based on the pre-post 
comparison of scoring codes recorded in each child’s TOP checklist.  The scoring 
codes were analysed by counting the number of checks (√) in pre and compared to 
post observation. The change in the scoring codes given to the child from 
“occasionally” (O) and “cannot be observed” (N) to “always” or “consistently” 
(√) indicates progress. The total number of checks (√) from pre and post data was 
calculated, and t-tests were performed to assess whether the differences in pre and 
post checks (√) was statistically significant.  
Effectiveness of the Portage program in all domains as indicated in Table 
2, revealed that all children improved from pre-test to post-test. The mean score in 
the pre-test was x̅ = 28.81, SD = 7.045 whereas, the total mean score in the post-
test was x̅ = 34.44, SD = 8.230. The t-test showed that the increase from pre to 
post was statistically significant t (15) = 9.657, p = .000, indicating that the 
number of checks (√) given to participants from pre to post increased significantly 
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(see Table 3). In other words, the intervention carried out using the Portage 
program led to significant improvement in children’s skills in the five 
developmental areas.  
Effectiveness of the Portage program in each domain (see Table 4)showed 
that all children improved in all domains, as revealed in the means, standard 
deviations and t-test  of significance from pre to post-tests’ scores (see Table 5). 
 The highest increase was in the domain of Exploration and 
Approaches in Learning t (15) = 8.883 p = .000. Also, a significant increase from 
pre to post was found in the domain of Social Emotional Development t (15) = 
7.240, Communication, Language and Literacy t (15) = 6.446, p = .000, 
Purposeful Motor Activity t (15) = 5.893, p = .000, and Sensory Organization t 
(15) = 3.378, p = .004 (see Table 5) 
In sum, the significant increase in checks (√) from pre to post suggests that 
the Portage program was effective in improving children’s skills in the five 
developmental areas. 
4.2.Qualitative Results  
  
Data were gathered from interviewing nine parents out of the 16 parents 
enrolled in the Portage program based on availability and access (see appendix I). 
The main inquiry addressed in the interviews was about parent’s opinion and 
satisfaction with the Portage program. Five key themes emerged from the 
interview data:  
1- Building up on the capacities of parents of children with special needs   
2- Providing support and listening to parents’ concerns  
3- Providing intervention in the child’s natural environment  
4- Positive effects on siblings of children with special needs 
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5- Overcoming families’ challenges of leaving home to provide early 
intervention service for their children with special needs 
4.2.1.Building up on the capacities of parents of children with special 
 
 All parents reported that home-visiting was essential in helping them 
understand their child’s case. It was important for the families that they receive 
guidance on how to deal with their children and how to teach them daily life skills 
or any other skills within their daily activities. By observing and talking with the 
home visitor, parents were able to gain more knowledge on how to deal with their 
children and how to provide a stimulating environment for them. The following 
are excerpts from interviews with the parents: 
“Of course, it is more comfortable to talk with someone coming to your 
home and it is important because it is misleading when you are on your own.” 
“I recommend this service TO all families because I lacked the knowledge 
about my child’s case and there are things that would have never come to my 
mind as a parent; the home visitor helped me recognize things and helped teach 
my child.” 
“Yes, I learned from the inquiries I address to the home visitor and by 
observing her.  I learned how to deal with him and work on the objectives for his 
development.” 
“Of course, the child and the mother benefit, and moms even benefit more, 
by sharing ideas and by pointing out things found at home that I have never 
thought of using, for example having  X play with the laundry pegs to sort 
colors.” 
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In sum, the results showed that all parents reported that the Portage home 
visiting program has helped them understand and learn how to deal with their 
children and had positive effects on their child’s development.   
4.2.2.Providing support and listening to parents’ concerns 
 The relationship established with the home visitor has helped families 
become more comfortable to share about their concerns and the challenges they 
face at home. The fact that the home visits are effected in the families’ 
environment enables parents to be open about sharing their thoughts, and 
accepting of the support given to them the home visitor. The following are 
excerpts from interviews with the parents:  
“The home visitor has the time to listen to our concerns because the 
therapists do not have the time to listen to us when we pick up X from the 
physical therapy sessions…the home visitor has the time to see what X does at 
home and listens to our concerns and sends them to the therapists at the center.” 
“We observe the home visitor and see what he is doing and we follow his 
instruction, we trust him.” 
“I feel more comfortable to ask questions and I feel more comfortable at 
home that the home visitor is applying the intervention here at home next to me.” 
“It is very effective, we have the time tell our concerns and give and take 
with the home visitor. I observe the home visitor and see the way he deals with 
my child and how he works on his abilities and try to do the same. We take his 
recommendations in consideration.” 
In sum, parents revealed being at ease sharing their concerns with the 
home visitor. They also reported an appreciation for the support given to them at 
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home. Results also showed that the intervention allowed parents to be heard and 
to receive the support that they needed.  
4.2.3.Providing intervention in the child’s natural environment  
 
 All parents reported that helping the child improve his/her abilities within 
the natural environment constituted an advantage. Also, they found that the 
children were at ease in their natural environment and they revealed more 
potential in their own setting. Moreover, the parents noted that the intervention 
was not intrusive, especially that the child is typically interacting at home with the 
people he/she is surrounded with, like a primary care giver , a relative, or siblings. 
Another advantage of home visits is the incidental guidance that can be given as 
the behaviour is happening; parents have pointed out that the home visitor would 
give immediate guidance as the behaviour occurs naturally. The following are 
excerpts from interviews with the parents:   
“In the child’s natural environment and comfort zone, the child feels more 
comfortable to be around his siblings and his parents, and the home visiting has 
helped improve X’s abilities and acceptance of new habits.” 
“X is more comfortable at home; the home visiting program helps him 
learn how to wash his hands, for example, at home and the home visitor observes 
how X is living his daily life.” 
“The first time X was encouraged to talk was during home visits while he 
was in his natural environment in the house, even though he was with a stranger 
he was comfortable in his environment, he was able to develop not only his daily 
life skills but also his skills in several other areas.” 
In conclusion, the benefit of providing the intervention in the child’s 
natural environment was reported by almost all parents. Also it was important for 
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families to monitor children’s abilities and their improvement in their natural 
setting. 
4.2.4.Positive effects on siblings of children with special needs 
 Because parents of children with special needs spend most of their time 
focusing on  the needs of their child with developmental difficulties to the point of 
neglecting their other children’s needs, it was also important for them to consider 
the needs of their other children. Thus, the results revealed that the home visits 
and training has helped them become involved with their other children, as well as 
it strengthened the relationship among the children with special needs and their 
siblings. Parents utilized the presence of a home visitor to help them resolve 
challenges they faced not only with their child with special needs, but also with 
his/her siblings. The following are excerpts from interviews with the parents: 
“The great change and what mattered the most to me is that his brother 
started to get involved in his play, and X is accepting his brother and sharing toys 
with him. And X started to like being around new adults and his brother became 
closer to him.” 
“Yes, we became more involved, we followed the home visitor’s 
instructions and this has helped us resolve problems we used to face with our 
other children.” 
“He improved his daily life skills, toilet training, and problematic 
behaviour and even helped his sister.” 
In sum, most parents reported that the Portage home visits have helped 
them manage the needs of their children and resolve some challenges they faced 
in dealing with their other children. Hence, Portage had a positive impact not only 
on children with special needs, but also on their siblings.   
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4.2.5.Overcoming families’ challenges of leaving home to provide early 
intervention service for their children with special needs 
 Parents described some challenges they faced when forced to leave home 
to provide early intervention services for their child at the center. The home based 
early intervention program eliminated these challenges, such as driving to a 
center, leaving their other children at home alone, or missing therapy session due 
to illness. The following are excerpts from interviews with the parents:   
“For parents who are not able to take their children to the center and for 
those who have no place to go, the home visiting program is important “ 
“It is very important because children with Down syndrome get sick a lot 
so it is important to have someone come home for intervention rather than having 
the child go out. My child can’t go to therapy sessions because she gets sick a 
lot.” 
“The good thing is that I have the chance to stay at home, because it is 
difficult to leave his sisters and go to therapy, they think we are going out and 
leaving them ,they don’t know where we are going they are still young and don’t 
understand.” 
In sum, parents reported that the home visiting program has lessened the 
burden of having to leave home to provide support to their child with special 
need. Moreover, eliminating factors that may cause stress to the parents allows 
them to focus more on developing their child’s abilities and overcoming the 
challenges of his/her disabilities. 
 The overall impression deduced from the parents’ interview was positive. 
Portage home visiting is a key element in early intervention where parents felt 
supported and involved in their children’s life. Ultimately, the purpose of the 
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Portage program was not limited to improving children’s abilities in the five 
developmental areas, but also to empower and train parents on how to develop 
and enhance their children’s abilities. Therefore, the program was designed for 
and delivered in the natural environment to increase child and family outcomes.  
4.3.Conclusion  
  
 In conclusion, both quantitative and qualitative analysis showed that the 
Portage program, is effective in improving the developmental skills of children 
with special needs. Also, the satisfaction reported by the parents gives support to 
the use of the Portage program, in Lebanon as a home-based early intervention 
program.  
 In the next chapter, discussions of the results is presented. This thesis ends 
with recommendations for practice and for future research. 
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CHAPTER FIVE 
 
Discussions 
 
 The purpose of this study was to investigate the effectiveness of the 
Portage program in enhancing young children with special needs in the following 
developmental areas: communication, social-emotional development, exploration 
and approaches to learning, purposeful-motor development, and sensory 
organization.  The study followed a mixed research design method, where the 
TOP observation checklist was used to collect quantitative data and to assess the 
participating children’s improvement in the five developmental areas. Parents’ 
interviews were used to collect qualitative data about parents’ satisfaction and 
their feedback on the program. The results showed statistically significant 
differences in the pre and post participants’ scores, indicating significant 
improvement in the five developmental areas. Also, parents’ feedback on the 
Portage program was positive as indicated in the data collected from the nine 
parents who were interviewed.  
 The results of this study are compatible with previous research (Brue, & 
Oakland, 2011; Nunkossing, & Philips; Kelly, Ghalaieny, & Devit, 2012) who 
found that parental involvement in the Portage program increased the 
effectiveness of the intervention in a positive way. Similar results were obtained 
in this study. For example the parents’ interviews revealed that parents were 
generally satisfied with the program’s approach and the progress of their children. 
Another result compatible with the literature is about parents’ confidence in 
dealing with their child’s needs as in the study conducted by Kelly et al (2012). 
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 Moreover, parents in this study reported that the program has provided 
them with emotional support and sufficient training for dealing with ordinary day-
to-day situations with their children. These findings were well-matched with 
Mittler’s (1990) results who reported that the strength of the Portage program lies 
in its ability to train parents in resolving challenges in the natural environment. 
Another result found in this study that was compatible with previous research is 
the significant increase in the children’s post-test scores, six month following the 
implementation of the Portage program. This result matched DeWeerd’s (1981) 
study who found significant increase in the IQ scores of children enrolled in the 
Portage program after eight months of intervention.  
 On the other hand, some other results found in this study are incompatible 
with previous research. For example, a study conducted on the effectiveness of the 
Portage program, in Palestine a culture similar to the Lebanese culture in 
traditions and values, did not reveal positive findings. That is, the Portage 
program was not found to be effective. One explanation for the effectiveness of 
the portage program in Lebanon might be related to the method of service 
delivery at ECIL, home of the Portage program in Lebanon. At this center, home 
visitors are supported by a team of early intervention practitioners in different 
disciplines. The early intervention team provides strategies and techniques that 
could aid the home visitor in training the family at home; in addition, the psycho-
social team provides emotional and professional support to the home visitors 
when they face challenges with the families.  
 According to Bakermans-Kranenburg, Ijzendoorn and Bradley (2005) 
some factors such as the home-based program’s approach, parents’ role in the 
intervention and the socio-economical statues of the family could influence the 
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effectiveness of the program. In this study, the factor that might have played a 
central role was that of the program’s approach. That is, the Portage home visitors 
were given an extensive training in providing services for both children and 
parents and were constantly supported by a multidisciplinary team. Such training 
is recommended for effective service delivery of home-based interventions. 
 In conclusion, some findings of this study were compatible with the 
literature while others were not. The explanation for incompatible results were 
listed. Although the sample of this study is small, the overall results show that the 
Portage program is a promising home-based intervention for Lebanon. However, 
further research should be conducted for replication and generalization of the 
results to the Lebanese population.  
5.1.Recommendations for Future Research 
  
 Based on the results of the study, the following recommendations for 
future research are presented: 
1- Further studies on home-based early intervention programs must be 
carried out with larger samples representative of the population in order to 
generalize the results to the Lebanese population. 
2- Future research must include a control group in studies on the 
effectiveness of the home-based early intervention for comparison 
purposes and to control for maturation.  
3- Future research must focus on the role that the parent satisfaction and level 
of involvement play in the effectiveness of the home-based early 
intervention program. 
4- Further research must identify the factors in home-based early intervention 
that play a central role in the effectiveness of the intervention (e.g., home 
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visitor’s training, family collaboration and involvement, characteristics of 
the home visitors…etc). 
5- Further studies must examine the effectiveness of other home-based early 
interventions for comparison purposes with the Portage program. 
5.2.Recommendations for Future Practices  
 
 Based on the results of the study, the following recommendations for 
future practices are presented: 
1- It is important that the Portage home visitors receive intensive training that 
focuses on strategies and techniques in helping children with various 
disabilities. The training should also encompass skills in coaching and 
providing support to parents of children with special needs.  
2- Portage home visitors must assess parents’ satisfaction with the service 
throughout the period of the intervention. Parents play a crucial role in the 
intervention; thus, it is important to get their feedback and work on 
improving the service accordingly.  
3- Based on the effectiveness of providing early intervention services in the 
natural environment and parents’ crucial role in the intervention, one 
recommendation that stems from the study is that early intervention 
programs must consider providing services to the child and to the family in 
the natural environment of the family (e.g., home, nursery, park) to 
increase child and parent outcomes. 
In conclusion, research should be conducted on the effectiveness of home-
visiting in general and on Portage in particular for more solid conclusions to 
be drawn. 
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Tables 
 
             Table 1: Participating’s Demographics and Diagnosed Conditions  
Child Gender Age  
 
Disability 
Child 1 Female 1y 7m Down Syndrome 
Child 2 Male 2 y 6 m Moderate Autism Spectrum 
Child 3 female  2 y 6 m  Severe Autism Spectrum 
Child 4 Male 8 m  Down syndrome / West Syndrome 
Child 5 Female 2 y  Down Syndrome 
Child 6 Male 3y 2m Severe Autism Spectrum 
Child 7 Female 2 y 8 m Sever autism spectrum 
Child 8 Male 7 m  Down Syndrome 
Child 9 Female 1 y 7 m  Down Syndrome 
Child 10 Male 3 y  Sever Autism Spectrum 
Child 11 Male 2y 2 m Sever Autism Spectrum 
Child 12 Female 8 m  Cerebral Palsy/ Epilepsy 
Child 13 Female  2 y 6 m  Smith Magenis Syndrome 
Child 14 Male 2 y 7 m  Sever Autism Spectrum 
Child 15 Female 1y 2m Cerebral Palsy / Epilepsy 
Child 16 Male  10 m  Cerebral Palsy 
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Table 2: Differences Between Pre and Post Scores in All Domains for 
Each Child  
Child Maximu
m 
possible 
score* 
Pre 
Actual 
total score 
Post 
Actual 
total score 
Difference between pre and 
post total scores 
Child 1 47 26 40 14 
Child 2 50 24 34 10 
Child 3 51 13 26 13 
Child 4 46 9 28 19 
Child 5 48 26 37 11 
Child 6 48 15 20 5 
Child 7 50 15 27 12 
Child 8 46 35 45 10 
Child 9 48 21 37 16 
Child 10 52 24 40 16 
Child 11 47 22 32 10 
Child 12 46 14 21 7 
Child 13 51 24 48 24 
Child 14 51 26 43 17 
Child 15 45 12 37 25 
Child 16 47 27 36 9 
Mean   28.81 34.44  
SD   7.045 8.230  
*Note. Maximum possible score is based on child’s age in each of the five developmental 
domain. 
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Table 3: T-test of Significance Between Children’s Pre and Post Total 
Scores 
 Mean Std. 
Deviati
on 
Std. 
Error 
Mean 
95% Confidence 
Interval of the 
Difference 
T  df Sig (2-
tailed) 
Lower Upper 
Difference 
between 
Post/Pre total 
scores  
13.625 5.644 1.411 10.618 16.632 9.657 15 
 
.000 
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Table 4:Descriptive Statistics of Pre and Post Children’s Scores in the 
Five Developmental Domains 
 
Domains  N Min
imu
m 
scor
e  
Maxi
mum 
score 
Sum 
of 
score
s (√)  
Mean  Std. 
Deviati
on 
Communication, 
Language and 
Literacy (CLL) 
Pre 
 Post 
 
  
 
16 
16 
 
 
0 
3 
 
 
6 
10 
 
 
50 
96 
 
 
3.13 
6.00 
 
 
1.708 
2.530 
Social Emotional 
Development (SE) 
Pre 
 Post 
 
  
 
16 
16 
 
 
1 
4 
 
 
9 
14 
 
 
88 
137 
 
 
5.50 
8.56 
 
 
2.098 
2.943 
Explorations and 
Approaches to 
Learning (EAL) 
Pre 
 Post 
 
  
 
16 
16 
 
 
0 
3 
 
 
6 
8 
 
 
 
46 
90 
 
 
 
2.88 
5.63 
 
 
1.962 
1.586 
Purposeful Motor 
Activity (PMA) 
Pre 
 Post 
 
  
 
16 
16 
 
 
0 
3 
 
 
10 
13 
 
 
78 
130 
 
 
4.88 
8.13 
 
 
2.825 
3.304 
Sensory 
Organization (SO) 
Pre 
 Post 
  
16 
16 
 
1 
3 
 
8 
9 
 
 
71 
102 
 
4.44 
6.38 
 
1.672 
1.857 
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Table 5:T-Test of Significance Between Children’s Pre and Post Scores 
in Each Developmental Domain. 
Domains Mean 
of 
differe
nce  
Std. 
Deviatio
n 
Std. 
Error 
Mean 
95% 
Confidence 
Interval of 
the 
Difference 
Lower                 
Upper 
T df Sig. 
(2-
taile
d) 
        
Communic
ation, 
Language 
and 
Literacy 
(CLL) 
 
 
2.875 
 
 
1.784 
 
.446 
 
1.924                     
3.826                  
 
6.446
 
15 
 
.000 
Social 
Emotional 
Developm
ent (SE) 
 
 
3.063 
 
1.692 
 
.423 
 
2.161                       
3.964                 
 
7.240
 
15 
 
.000 
Exploratio
ns and 
Approache
s to 
Learning 
(EAL) 
 
 
2.750 
 
1.238 
 
.310 
 
2.090                       
3.410                   
 
8.883
 
15 
 
.000 
Purposeful 
Motor 
Activity 
(PMA) 
 
 
3.250 
 
2.206 
 
.552 
 
2.074                     
4.426                 
 
5.893
 
15 
 
.000 
Sensory 
Organizati
on (SO) 
 
 
1.938 
 
 
2.294 
 
.574 
 
.715                          
3.160 
 
3.378
 
15 
 
.004 
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 B xidneppA
 
teehS ytivitcA stneraP ورقة نشاط الاهل / 
 
  
 :tisiV fo emiTوقت الزيارة /  :tisiv fo etaDتاريخ الزيارة / 
 :rotisiV emoHالزائر المنزلي /  :emaN s’dlihCاسم الطفل / 
 
 
 :deen lliw eW سوف نحتاج الى:
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
 
 
 :no krow lliw ew ytivitca eht si sihT هذا النشاط الذي سنعمل عليه:
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
 :tisiv txen erofeb sseccuS fo eergeD درجة النجاح قبل الزيارة التالية:
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــ
 
   
 601
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 :yas dna od ot tahw si sihT ماذا يجب فعله وقوله:
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــ
 
 :ecitcarp ot semit ynam woH كم مرة يجب ان يتم التمرين:
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــ
 
 :sseccus drawer ot woH كيف تتم مكافأة النجاح:
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــ
 
ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ
 ــــــــــــــــــــــــــــ
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 اسيل وأهالي الأطفال المنتسبين الى برنامج التدخل -مذكرة تفاهم بين مركز التدخل المبكر
 
 
 اسيل ممثلا" بالمدير -الفريق الاول: مركز التدخل المبكر
 
ـــــــــــــــــــــــــــــــــــــــــ / القرابة الفريق الثاني: ولي أمر الطفل ـــــــــــــــــــــــ
 ــــــــــــــــــــــــــــــــــــــــــــــــــــ
 
بما ان عملية التدخل المبكر مبنيّة على المشاركة الفّعالة للاهل والفريق المتخصص في مركز اسيل، 
اظا" على صحة اطفالكم الخدمة الافضل لطفلكم، وحف في سبيل  على حقوق الطرفين" وحرصا
، تّم الاتفاق على النقاط وصحة المعالجين، وللوصول الى الاهداف المرجوة من العلاج في المركز
 التالية:
 
يوافق الفريق الثاني على قيام اخصائّي المركز بالجلسات العلاجية المقترحة من قبلهم  .1
 وفقا" للخطة الموضوعة والموافقة عليها،
المركز بالمعلومات والتقارير الدقيقة والصحيحة باعتبارها اساسية يزود الفريق الثاني  .2
 لوضع الخطة العلاجية،
يعطي الفريق الثاني المركز الاذن بالافصاح عن المعلومات اللازمة للجهات المعنية  .3
والمتخصصة في حال الضرورة مع التأكيد على ان كل المعلومات المتوفرة لدى المركز 
 سرية،
 ول تبادل المعلومات حول الطفل مع الاطباء المعالجين له أو مختصيين،يحق للفريق الا .4
التمارين المقترحة من قبل الإرشادات و/أو يلتزم الفريق الثاني بالتوصيات وبمتابعة  .5
 الفريق المتخصص والقيام بها بالطريقة المطلوبة،
زلية والاستعداد للجلسات في المركز والزيارات المنيلتزم الفريق الثاني بجهوزية الطفل  .6
 النوم)،الراحة و، الملبس، من ناحية الاكلالنفسي (
(قبل القدوم الى المركز، وفي المنزل أثناء الزيارة  الطفلنظافة يتأكد الفريق الثاني من  .7
 –نظافة الانف  -نظافة اليدين  –قص الشعر  –نظافة الاظافر  –المنزلية): قص الاظافر 
تغيير الحفاض قبل  –(وخصوصا" من الحليب والاكل) نظافة الوجه  -نظافة الأذنين 
 الجلسة.
 قبل الزيارة المنزلية، على الفريق الثاني التأكد من: .8
 تحضير المكان المناسب (آمن، هادىء...)، 
 تحضير الالعاب وورقة النشاط من الجلسة السابقة، 
 .التفرغ للمشاركة في النشاط اثناء الزيارة 
ديل عنهم في حال تعذر حضورهم وذلك لمرافقة الطفل الى يحدد الفريق الثاني مرافق ب .9
 المركز طيلة فترة العلاج، 
 يلتزم الفريق الثاني بالمواعيد المحددة مسبقا" وإبلاغ المركز بتأجيلها (عند الضرورة) .11
 ،الجلسات العلاجية أو الزيارة المنزلية ساعة من موعد 42قبل كحد اقصى 
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ساعة بالتنسيق مع المركز وذلك في نفس  42بل اعادة جدولة المواعيد الملغاة ق 
الاسبوع، وفي حال عدم امكانية ذلك لعذر تعتبره الادارة مبررا" لا يترتب على الاهل 
 ،دفع اي تكلفة
يعود للادارة القرار في اعتبار الغياب عن اي جلسة علاجية مبررا"، ويلزم الاهل  
 بدفع كلفتها في حال اعتبار العذر غير مبرر.
دقائق، يستفيد الطفل من الوقت المتبقي  11ال التاخر عن الجلسة لمدة لا تتجاوز في ح .11
 ،للجلسة، ويلزم الاهل بدفع كلفتها
دقائق، تلغى الجلسة ويلزم الاهل بدفع  11في حال التأخر عن الجلسة لمدة تزيد عن  .21
 ،كلفتها
 
 
مركز التوقف في حال التغيب عن الجلسات لاكثر من ثلاث مرات دون الإبلاغ يحق لل .31
 عن استكمال البرنامج العلاجي للطفل، 
 في حال اصابة الطفل: .41
بعارض صحي شديد (مرض معد، رشح قوي، فيروس،...) مما يلزمه عناية طبية  
وراحة لاسبوع او اكثر، يجب على الاهل تقديم تقريرا" من الطبيب المعالج، على ان 
 تدفع كلفة الجلسات الملغاة في حال عدم تقديمه.
عارض صحي (حرارة مرتفعة، سعال، رشح خفيف، ...) ولا تستدعي حالته عناية ب 
طبية،  ينصح الاهل بالغاء الجلسة (في المركز او الزيارة المنزلية) مسبقا" إذا كانت 
) 11حالة الطفل ستؤثر سلبا" على استفادته من الجلسات، مع التقيّد بالبند رقم (
 المذكور اعلاه. 
ة في اليوم ذاته او قبل ساعات قليلة، سما يستلزم الغاء جلبعارض صحي طارىء م 
 يعود للادارة اخذ القرار والإجراء المناسبين في هذا الخصوص.
يلتزم الفريق الثاني باحترام الزائر المنزلي والامتناع عن تقديم واجب الضيافة اليه  .51
 والسعي الى تحقيق هدف الزيارة العملي، 
احترام خصوصية وسرية ما يجري خلال الجلسات العلاجية يلتزم المركز والاخصائيين  .61
 والمنزلية،
يلتزم الفريق الثاني بالحفاظ على الالعاب والمواد التثقيفية المسلّمة اليهم من قبل الزائر  .71
 المنزلي وتسليمها اليه في المواعيد المحددة،
ين عن دولار اميركي بدل تأم 111يتوجب على الفريق الثاني إيداع مبلغ وقدره  .81
الالعاب والمواد التثقيفية، وفي حال فقدان او اتلاف اي منها يتوجب عليهم تسديد ثمنها 
نقدا ًاو عبر خصمها من بدل التأمين. وفي حال نفاذ مبلغ التامين يصار الى دفع بدل جديد 
 دولار، على ان يستعيد الفريق الثاني المبلغ المتبقي في نهاية فترة العلاج. 111قيمته 
ح الفريق الثاني للمركز بالتصوير الفوتوغرافي او الفيديو لبعض الجلسات لأسباب يسم .91
على ان يتعهد الفريق الاول بعدم نشر هذه المواد إلا ّعلمية بحتة ولمتابعة تطور الطفل، 
 بعد الحصول على الموافقة الخطية من الاهل،
 
                      ولي امر الطفل    اسيل مركزإدارة 
 
 
 التاريخ     التاريخ
 
 ملاحظة: حررت هذه المذكرة على نسختين
 
والجدير بالذكر ان وقت الجلسات يحدد من قبل الفريق المختص وفقا" لمعايير العلاج في المركز (وضع الطفل الصحي، 
 قدراته، عمره، نوع العلاج الذي يتلقاه، المرحلة العلاجية، ....).
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Appendix E 
Parental Consent Form 
 
Dear parents, 
 
My name is Sara Kassem and I am a graduate student at the Lebanese American 
University (LAU) currently enrolled in the Education Department. I am studying 
Special Education.  
 
 
The study: The purpose of this study is to examine the effectiveness of the Portage 
Program in early intervention 
Confidentiality: All the data and the results that will be obtained during this 
research will remain anonymous and will not affect your child’s reports. Your 
child’s name will not be written on any document or be kept in any other 
reports. All responses he/she provides for this study will remain confidential and 
only the researchers will have access to it. All data will be discarded once the 
study is done. 
I kindly ask that you read this form before agreeing to have your child participate 
in this study. Signing this form will grant me consent to use already existing data 
about your child that concerns the study.  
Thank you in advance for your cooperation; your consent and your child’s 
participation are highly appreciated. 
If you do not want your child’s data to be included in this study please check the 
box below before signing this form. 
         I do not want my child’s data to be included.  
 
 
_________________________________   
 _________________ 
Signature of Parent(s) or Legal Guardian Date 
 
For further inquiries about the study, please do not hesitate to contact me at 
70108042 or via email:  sarakassem@lau.edu 
 
If you have any questions about your child’s rights as a participant in this study, or you 
want to talk to someone outside the research, please contact the: 
IRB Office, 
Lebanese American University  
3
rd
 Floor, Dorm A, Byblos Campus; Tel: 00 961 1 786456 ext. (2546) 
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Appendix F 
 
Consent to Participate in an Interview  
The Effectiveness of the Portage Program: A Home-Based Intervention 
Model for Lebanon 
I am a student at the Lebanese American University and I would like to invite you 
to participate in a research project in which you will be asked to undergo a short 
interview.  I appreciate if you accept taking this interview which is part of my 
research on the effectiveness of the Portage program: a home-based intervention 
model. The goal of this interview is to request your feedback on your experience 
with the home-visiting program. I have been previously granted your consent to 
use your children’s already existing data in ECIL, and now I would appreciate 
your participation in this interview. 
 
The information you provide will be used to enhance and improve my 
understanding of the effectiveness of the Portage Program. Completing the 
interview will take 15 minutes of your time and your answers will be recorded.   
 
By participating in the interview, you agree to the following statements: 
 
1. I have been given sufficient information about this research project. 
2. I understand that my answers will not be released to anyone and my identity 
will remain anonymous. My name will not be written on the questionnaire nor 
be kept in any other records.  
3. I understand that all responses I provide for this study will remain 
confidential.  When the results of the study are reported, I will not be 
identified by name or any other information that could be used to infer my 
identity. Only researchers will have access to view any data collected during 
this research however data cannot be linked to me.  
4. I understand that I may withdraw from this research any time I wish and that I 
have the right to skip any question I don’t want to answer.   
5. I understand that my refusal to participate will not result in any penalty or 
loss of benefits to which I otherwise am entitled to. 
6. I have been informed that the research abides by all commonly acknowledged 
ethical codes and that the research project has been reviewed and approved 
by the Institutional Review Board at the Lebanese American University  
7. I understand that if I have any additional questions, I can ask the research 
team listed below. 
8. I have read and understood all statements on this form.  
9. I voluntarily agree to take part in this research project by completing the 
following interview. 
 
If you have any questions, you may contact:  
Name (PI) Phone number Email address 
Sara Kassem 70108042 Sara.kassem@lau.edu 
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If you have any questions about your rights as a participant in this study, or you 
want to talk to someone outside the research, please contact the: 
 
IRB Office, 
Lebanese American University  
3
rd
 Floor, Dorm A, Byblos Campus 
Tel: 00 961 1 786456 ext. (2546) 
 
 
The effectiveness of the Portage Program: A Home-Based Intervention Model for 
Lebanon 
Parent Interview Questions 
 
1. What is your opinion on the home-visiting program? 
2. How was the home-visiting program helpful in improving your child’s 
abilities?  
3. To what extent was the home-visiting program helpful in training you on 
teaching your child new skills?  
4. How did the home-visiting program help you become more involved in 
your child’s daily activities? 
5. Would you recommend this program to other families who have children 
with special needs? Why? 
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 الوالدين موافقة نموذج
 
 
 الآباء الأعزاء، 
 
 
كليية  فيي حاليا   مسجلة. أنا )UAL(  الأميركية اللبنانية الجامعة في عليا دراسات طالبة وأنا قاسم سارة إسمي
 .ةمختص ّال التربية أدرسالتربية و
 
 
 .المبكر التدخل في )egatroP(الزيارة المنزلية   برنامج فعالية دراسةيهدف هذا البحث إلى : لبحثاهدف 
 
 
 ولا المصيدر مجهولية البحيث هيذا خيلال عليهيا الحصيول ييتم التيي والنتائج البياناتجميع  : تبقىالخصوصية
 جميرعكمرا تبقرى . أخرر  سجلات أية في بقىي أو وثيقة أي علىه اسمولا يظهر  . طفلكم سجلات على تؤثر
 جميرعخلص مرن تال يتميحصل عليها سو  الباحث. و لاو سرية النتائج التي يقوم بتقديمها أثناء هذا البحث
 عند إنتهاء البحث.  البيانات
 
 النميوذج عليى كمتيوقيعويمنحنيي . البحيث في مطفلكمشاركة  على الموافقة قبل النموذج هذااءة قرمنكم  أرجو
 .خص البحثت التي مطفلك عن الموجودة أصلا   البيانات ستخدامبإ الموافقة
 .مطفلك مشاركةوأقّدر جدا   اونكم؛تع على مقدما  كم شكرأ
 
 .النموذج هذا توقيع يرجىم، طفلكرغبتكم في مشاركة معلومات عن  عدمفي حال 
 مل معلومات عن طفلي في هذا البحثأن تستع أرغب لا         
 
   _________________________________
 _________________ 
 التاريخ  القانوني الوصي أو) الوالدين( الوالد توقيع
  
 
 
 البريد عبر أو 24080107على الرقم  يرجى الإتصال بي البحث، عن الاستفسارات من للحصول على مزيد
  :ude.ual@messakarasالإلكتروني
 
 
غيير مشيارك  شيخص إليى التحدثتودون  أو ،بحثا الهذ في مشاركبصفته  كمطفل حقوق حول أسئلة أي ملديك كان إذا
 :على الاتصال يرجى البحث، في
 ،BRIمكتب 
 الأميركية اللبنانية الجامعة
 )6452. (تحويلة 654687 1 169 00: هاتفرقم . الجامعي جبيل حرم ،A المسكن ،الثالث الطابق
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 الموافقة على المشاركة في مقابلة
 
 التداخل المبكر في المنزل في لبنان  ج بورتاج : نموذجفعالية برنام
 
إنني طالبة في الجامعة اللبنانية الأميركية وأرغب أن أدعوكم للمشاركة في مشروع بحث حيث يُطلب إليكم 
الخضوع إلى مقابلة قصيرة. إنني أقدر لكم قبولكم في إجراء هذه المقابلة وهي جزء من أبحاثي حول فعالية 
تاج: نموذج للتدخل المبكر داخل المنزل. إن هدف هذه المقابلة هو طلب معرفة ملاحظاتكم  حول برنامج بور
خبرتكم في برنامج الزيارة المنزلية. لقد سبق ومنحتموني موافقتكم لاستعمال معطيات ومعلومات أبنائكم 
 والآن إنني أقدر لكم مشاركتكم في هذه المقابلة.  LICEالمتيسرة في 
 
ات التي ستقدمونها سوف تستخدم لتقوية وتحسين مدى تفهمي لفعالية برنامج بورتاج. تأخذ إن المعلوم
 دقيقة من وقتكم لإنهائها وسوف تسجل أجوبتكم.  51المقابلة المذكورة فقط 
 
 بمشاركتكم في المقابلة توافقون على البيانات التالية:
 
 لقد تم إعطائي معلومات كافية حول مشروع البحث هذا. -1
ي أفهم أن أجوبتي لن تحّول إلى أي شخص آخر وأن تبقى هويتي مغفلة . ولن يُذكر اسمي خطيا  إنن -2
 ضمن الأسئلة أو أن يُحفظ في أي سجل آخر. 
 
إنني أفهم أن الأجوبة التي أعطيها لهذه الدراسة تبقى جميعها سرية . وعندما تودع تقارير بنتائج  -3
من المعلومات التي قد يمكن استخدامها للدلالة على هويتي. يكون الدراسة، لن يُذكر اسمي أو أي 
فقط للباحثين حق الولوج إلى أي من المعلومات المحّصلة خلال هذا البحث غير أنه لا يجوز أن 
 تشير المعلومات إليَّ . 
 
إنني أفهم أنه بوسعي أن أنسحب من هذا البحث في أي وقت أرغب بذلك وأنه يكون لي الحق في  -4
 أي سؤال لا أريد الإجابة عليه. حذف
 
إنني أفهم أن رفضي المشاركة لن يؤدي إلى أي عقوبة أو فقدان المنافع التي أكون مؤهلا  لها بكافة  -5
 الطرق. 
 
لقد أعلِمُت أن البحث يخضع لجميع قوانين الآداب المعترف بها عموما وأن مشروع البحث قد تمَّ ت  -6
 المراجعة المؤسساتي في الجامعة اللبنانية الأميركية. مراجعته والموافقة عليه من قبل مجلس
 
 إنني أفهم أنه لو كان لدّي أي أسئلة إضافية بوسعي أن أسأل فريق البحث المذكور أدناه.  -7
 
 لقد قرأت وتفهمت جميع بيانات هذه الاستمارة . -8
 
 لة التالية.إنني أوافق بملء إرادتي على الاشتراك بمشروع البحث هذا وذلك عبر تكملة المقاب -9
 
 في حال كان لديكم أي أسئلة بوسعكم الاتصال:
 
 العنوان الالكتروني رقم الهاتف الاسم
 ude.ual@messak.araS 24080107 ساره قاسم 
 
في حال كان لديكم أي أسئلة حول حقوقكم بصفتكم مشاركين في هذه الدراسة، أو ترغبون بالتحدث 
 لاتصال بالعنوان التالية: إلى أحد الأشخاص خارج البحث ، أرجو ا
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 فعالية برنامج بورتاج: نموذج للتدخل المبكر في المنزل في للبنان 
 أسئلة مقابلة الوالدين
 
 
 زلية؟ ما هو رأيكما في برنامج الزيارة المن -1
 
 كم كان مفيدا  برنامج الزيارة في المنزل في تحسين قدرات ولدكم؟ -2
 
بأي قدر  كان برنامج الزيارة في المنزل مفيدا  في تدريبكم حول تعليم أولادكم على المهارات  -3
 الجديدة؟
 
ما مدى المساعدة التي قدمها لكم برنامج الزيارة في المنزل لكي تصبحوا معنيين بصورة أفضل  -4
 نشطة أولادكم اليومية؟في أ
 
 هل توصون بهذا البرنامج إلى عائلات أخرى لديها أولاد ذات حاجات خاصة؟ لماذا؟ -5
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Appendix I 
          
Parents’ answers on the interview  
Parent number 1: 
1- What is your opinion on the home-visiting program? 
I strongly support it, it is more important for the family that it is directly for the 
child. Seeing the child in his natural environment where it is more comfortable for 
the child is very important. The home visitor has the time to listen to our concerns 
because the therapists do not have the time to listen to us when we pick up X from 
the physical therapy sessions. The home visitor has the time to see what X does at 
home and listens to our concerns and sends them to the therapists at the center.   
2- How was the home-visiting program helpful in improving your child’s 
abilities? 
It is helpful because it guides us through the process. X refuses to do things with 
us but she does them with the home visitor and she shows abilities at the cneter 
that she refuses to show at home, she knows us very well and she refuses to put 
the effort with us at home as she does with the home visitor. 
3- To what extent was the home-visiting program helpful in training you 
on teaching your child new skills? 
We observe the home visitor and see what he is doing and we follow his 
instruction, we trust him. 
4- How did the home-visiting program help you become more involved in 
your child’s daily activities? 
We are already involved in X’s life, home visiting helped us to stay focused and 
get back on the track of improving X’s abilities  
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5- Would you recommend this program to other families who have 
children with special needs? Why? 
Of course, it is more comfortable to talk with someone coming to your home and 
it is important because it is misleading when you are on your own. 
Parent number 2: 
1- What is your opinion on the home-visiting program? 
It is very beneficial because it keeps you updated of what is happening at the 
center and how to deal with your child. And it is very important because children 
with Down syndrome get sick a lot so it is important to have someone come home 
for intervention rather than having the child go out. My child can’t go to therapy 
sessions because she gets sick a lot. 
2- How was the home-visiting program helpful in improving your child’s 
abilities? 
It helped in improving my relationship with X and modify some of the habits I 
used to do with my child. The home visitor puts objectives that I have to work on 
throughout the week. 
3- To what extent was the home-visiting program helpful in training you 
on teaching your child new skills? 
It helps parents to work on their children’s abilities and not to give up on them. 
There aren’t enough references to tell me how to deal with my child. The home 
visiting has helped bring out the personality of my child. And it is important to 
note that the home visitor should have a friendly personality in delivering 
instructions and explaining the objectives to parents. 
4- How did the home-visiting program help you become more involved in 
your child’s daily activities? 
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Our daily routines were already organized, the home visiting has helped in 
modifying some habits, but sometimes life commitments pressures you from 
following up and dedicating myself fully for my daughter. 
5- Would you recommend this program to other families who have 
children with special needs? Why? 
I recommend this service for all families because I lacked the knowledge about 
my child’s case and there are things that would have never come to my mind as a 
parent, the home visitor helped me recognize things and helped teach my child. 
Parent number 3: 
1- What is your opinion on the home-visiting program? 
The service is important because it supports the child at home, and now my child 
is getting support at the center and at home. My daughter gets happy when the 
home visitor comes home and she takes him directly to her rooms and she knows 
the routine of the session. We feel that something is missing when the home 
visitor doesn’t come. 
2- How was the home-visiting program helpful in improving your 
child’s abilities? 
The home visiting program completes the program at the center and my daughter 
got used to the routines of the home visits. 
3- To what extent was the home-visiting program helpful in training 
you on teaching your child new skills? 
 It was helpful because the home visitor was able to see the house and see the 
environment, and he gave us guidance accordingly. 
4- How did the home-visiting program help you become more 
involved in your child’s daily activities? 
   
119 
 
Yes, we became more involved, we followed the home visitor’s instructions and 
this has helped us resolve problems we used to face with our other children.  
5- Would you recommend this program to other families who have 
children with special needs? Why? 
Yes and I recommend it, however, once a week is not enough, home visits should 
be more than once a week, because you can see the child in his natural 
environment. 
Parent number 4: 
1- What is your opinion on the home-visiting program? 
It is very effective, we have the time tell our concerns and give and take with the 
home visitor. I observe the home visitor observe and see the way he deals with my 
child and how he works on his abilities and try to do the same. We take his 
recommendations in consideration. 
2- How was the home-visiting program helpful in training you on 
teaching your child new skills? 
In the child’s natural environment and comfort zone, the child feels more 
comfortable to be around his siblings and his parents, and the home visiting has 
helped improve X’s abilities and acceptance of new habits 
3- To what extent was the home-visiting program helpful in training 
you on teaching your child new skills?  
Yes it was helpful and we have more time for discussing our concerns about X’s 
behaviour at home, we were able to elaborate more. I gained more knowledge on 
managing his behaviour and his relationship with his siblings and sometimes 
things happen at the moment the home visitor can jump in to help. 
   
120 
 
4- How did the home-visiting program help you become more 
involved in your child’s daily activities?  
I started to put more effort, spend more play time. The home visitor helped me to 
redirect my attention towards working on certain objectives with my child. 
5- Would you recommend this program to other families who have 
children with special needs? Why? 
I recommend home visiting, if it didn’t help a family at least it will not hurt, 
besides that, parents are more comfortable in their environment.   
Parents number 5: 
1- What is your opinion on the home-visiting program? 
It is a very good program it helps me know how to deal with X and I can observe 
the home visitor’s way of dealing with my child and do the same. 
2- How was the home-visiting program helpful in improving your 
child’s abilities? 
X is more comfortable at home; the home visiting program helps him learn how to 
wash his hands, for example, at home and the home visitor observes how X is 
living his daily life. 
3- To what extent was the home-visiting program helpful in training 
you on teaching you child new skills? 
Of course, at first I didn’t have the patients to deal with X, and I saw the home 
visitor being very patient with him and she never gives up on what she is teaching 
him, she keeps on repeating the same thing until he gets it. So I became more 
patient with him. 
4- How did the home-visiting program help you become more 
involved in your child’s daily activities? 
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The good thing is that I have the chance to stay at home, because it is difficult to 
leave his sisters and go to therapy, they think we are going out and leaving them 
they don’t know where we are going they are still young and don’t understand. 
5- Would you recommend this program to other families who have 
children with special need? Why? 
Of course, it teaches the parents how to deal with their children. 
Parent number 6: 
1- What is your opinion on the home-visiting program? 
If the purpose of the home visiting was to evaluate and follow up, then once a 
week is more than enough, but if it had therapeutic purposes then it should be 
more than once a week. When the home visiting started I was doubtful and I 
didn’t see its benefit, by time I discovered that it is important and helpful for me. I 
can’t observe X’s therapy sessions at the center, but I can observe at home and 
participate in the session. Sessions at first were uncomfortable for me and X 
because he used to cry a lot, but then X started to like them. 
2- How was the home-visiting program helpful in improving your 
child’s abilities? 
At first I didn’t notice the difference. He didn’t accept that I am working with him 
and there must be rules at home. The great change and what mattered the most to 
me is that his brother started to get involved in his play, and X is accepting his 
brother and sharing with him. And X started to like being around new adults and 
his brother became more familiar to him. 
3- To what extent was the home-visiting program helpful in training 
you on teaching your child new skills? 
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Yes, I learned from the inquiries I address to the home visitor and by observing 
her.  I learned how to deal with him and work on the objectives for his 
development. I feel more comfortable to ask questions and I feel more 
comfortable because the home visitor is applying the intervention here at home 
next to me. 
4- How did the home-visiting program help you become more 
involved in your child’s daily activities? 
I am involved already, however the home visitor answered my inquiries and 
helped me over-come challenges. 
5- Would you recommend this program to other families who have 
children with special needs? Why? 
 Yes sure, this way parents can avoid mistakes with their children and learn how 
to work with them. It helps parents feel less guilty by feeling involved, and 
provides emotional support. 
Parent number 7: 
1- What is your opinion on the home-visiting program? 
It is as effective as the sessions at center, but my child is more comfortable at 
home so she reveals more abilities at home. 
2- How was the home-visiting program helpful in improving your 
child’s abilities? 
It is a connection between sessions and home and links skills learnt at the center 
to the home environment.  
3- To what extent was the home-visiting program helpful in training 
you on teaching your child new skills? 
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Very helpful, if parents can’t attend sessions at the center. It is helpful in training 
on feeding and playing, the home visitor also provides tips that are helpful. 
4- How did the home-visiting program help you become more 
involved in your child’s daily activities? 
The sessions prompt me to be involved with my child so I am focused for a whole 
hour working with her. 
5- Would you recommend this program to other families who have 
children with special needs? Why? 
Yes, for parents to benefit and apply some methods with their child. 
Parent number 8: 
1- What is your opinion on the home-visiting program? 
For parents who are not able to take their children to the center and for those who 
have no place to go home visiting is important  
2- How was the home-visiting program helpful in improving your 
child’s abilities? 
It helped me learn how to deal with X and learn new information. You can’t deal 
with a child with special needs like dealing with a normal child. 
3- To what extent was the home –visiting program helpful in training 
you on teaching your child new skills? 
It helped me know how to deal with X, the way she deals with us is different than 
the way she deals with the home visitor, she is more cooperative with her. 
However if home visiting was alone without the therapy it wouldn’t be enough 
but once a week is still also not enough for home visits. 
4- How did the home-visiting program help you become more 
involved in your child’s daily activities? 
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It is helpful but I was already involved in her daily life. 
5- Would you recommend this program to other families who have 
children with special needs? Why?  
 Of course, the child and the mother benefit, and moms even benefit more, by 
sharing ideas and by pointing out things found at home that I have never thought 
of using, for example having  X play with laundry pegs to sort colors. 
Parent number 9: 
1- What is your opinion on the home-visiting program? 
It was effective especially with activities done within X’s daily life such as toilet 
training, taking of his clothes and putting them on. The first time X was 
encouraged to talk was during home visits while he was in his natural 
environment in the house, even though he was with a stranger he was comfortable 
in his environment, he was able to develop not only his daily life skills but also 
his skills in several other areas. 
2- How was the home-visiting program helpful in improving your 
child’s abilities? 
He improved his daily life skills, toilet training, his problematic behaviour and 
even helped his sister. 
3- To what extent was the home-visiting program helpful in training 
you on teaching your child new skills? 
Of course it helped me, I saw what the home visitor was doing and I did like her 
and I saw my son learning and I tried to do like her. 
4- How did the home visiting program help you become more 
involved in your child’s daily activities? 
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At first I didn’t understand the severity of my son’s case and I used to leave him 
with rare attempts to teach him something, when I knew that he is diagnosed with 
sever autism I understood that I have to direct him and use his daily activities to 
teach him. X is a fast learner. 
5- Would recommend this program for other families who have 
children with special needs? Why? 
Yes of course, I have experienced home visiting and I recommend it, it benefits 
the parents and the child, it increases the parents’ awareness and helps them 
understand their child’s case. It helped me and helped my son.   
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